of previous chest roentgenograms revealed that the lesion had been present for three and possibly five years, but was partially obscured by the dome of the right hemidiaphragm and consequently overlooked. On fluoroscopy, the lesion appeared to move in unison with the right hemidiaphragm.
Diagnosis: Herniated Liver T i s w
The PA teleroentgenogram of the chest (Fig 1) shows the nodule overlying the right hemidiaphragm. The laminagram at 9 cm (Fig 2) shows no calcium within the lesion.
At thoracotomy, the tendinous portion of the right hemidiaphragm showed numerous small defects varying from 2 to 6 mm in diameter. A 2x2 cm nodule of liver had herniated through one of these defects. It was replaced into the abdominal cavity and the diaphragmatic defect repaired. The postoperative chest roentgenogram was normal.
Herniation of liver tissue into the thoracic cavity is a well-known although infrequent complication of It may present at the time of injury or may be discovered years later. However, the roentgen appearance in these patients is totally different from our case. The traumatic hernia usually involves a large amount of hepatic tissue and the roentgen picture suggests a right lower lobe mass or pleural effusion. T o our knowledge, a -solitary nodule of liver herniating through a nontraumatic diaphragmatic defect and presenting as a pulmonary coin lesion has not previously been described. The etiology of the phrenic defects is not clear. The absence of a history of trauma and the multiplicity of the defects suggest a congenital or developmental rigi in.^
The-diagnosis of liver herniation should be entertained whenever a coin lesion is noted adjacent to the right hemidiaphragm, especially if it moves with the diaphragm fluoroscopically. Liver scan and diagnostic pneumoperitoneum may clarify the diagnosis and prevent needless surgery. Call for Abstracts 
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